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FROM: William W. Lawrence, Jr., MD QW/%%
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Leza Wainwright (}_)5
SUBJECT: Implementation Update #44:

CS 25% Clarification
National Provider ldentifier
“Incident To” Implementation

Case Management Workgroup
CAP-MR/DD Update
Unmanaged Visits for CS
Retro-Eligibility Authorizations

Case M anagement Wor kgroup

The Division of Medical Assistance (DMA) and thevi3ion of Mental Health, Developmental Disabiliti@d Substance
Abuse Services (DMH/DD/SAS) have convened a workigreonsisting of consumers and family members,igess,
LME representatives, as well as representatives fsoth DMA and DMH/DD/SAS to review the enhanced/ge
definitions. In the event that Congress does ags@ moratorium on the new Targeted Case Manageewations
promulgated by the Centers for Medicare and Medi&airvices (CMS), the workgroup is reviewing andimg
recommendations regarding the removal of the casggement components from the enhanced serviaataefs as well
as incorporating recommendations made by the ctingdirm, Mercer. The workgroup is also chargeithvdrafting a
service definition for a stand alone MH/DD/SA Caéanagement service that would be in compliance thighguidance
issued by CMS. The workgroup has completed tlesiew of the Community Support - Child and CommyiStipport -
Adult service definitions and is beginning theivieav of the remaining service definitions. Questi@r comments can be
sent to the workgroup chairperson, Bert Bennditeat.Bennett@ncmail.net

CAP-MR/DD Update

There has been intensive work on the developmeat@imprehensive Waiver and the Supports Waivbe tsubmitted to
CMS by August 1, 2008 with implementation plannedNMovember 1, 2008. Over the past few weeks séver
stakeholders have participated in various workgsaopeview and discuss draft waiver documentsbli® Forums were




held in locations across the state (Goldsboro, Mistgn and Winston Salem) to provide stakeholdetls iwformation
regarding theroposed waivers. Over 300 people, including individualsai®ing waiver services, families, provider staff,
LME staff and advocacy groups, participated in ¢hiesums.

Attached are website links to the PowerPoint preegiem and the Fact Sheet handout provided atatharfs. This
information is in DRAFT form and staff continuesvtork on the development of the Supports and Cohgrsive
Waivers.

http://www.ncdhhs.gov/mhddsas/cap-mrdd/waiver5-08fopdf
http://www.ncdhhs.gov/mhddsas/cap-mrdd/waiver5-6&taeetforum.pdf

Plans of Care Reminder
All Plans of Care (Initial, CNR's and Revisions¢ & be submitted to ValueOptionsThe cost summary instructions on
the web will be corrected to be consistent witls thformation.

Welcome

John Whittle has joined the DMH/DD/SAS Best Pragdideam to provide leadership for MR/DD servicéshn has
extensive experience working in both the commuaitgt in state developmental centers. He has sasvadlirector of a
private provider agency in delivery of communitgiceential and vocational services. His experieaise includes the
writing of waiver applications to CMS as well ag thesign and implementation of community-based eraystems. We
welcome John and look forward to his contributions.

Unmanaged Visits for Community Support

There have been many questions surrounding the nagea visits for Community Support. For childrex adolescents
up to age twenty-one, there are eight hours otythivo units of unmanaged visits for consumers t@the system. New
to the system means they have not previously redeawniy mental health or substance abuse servicieslimg outpatient
treatment. Adults twenty-one or older are eligitoleeceive four hours or sixteen units if they agev to the system. The
unmanaged visits arecace in alifetime event.

The Introductory Person Centered Plan (PCP) idablaifor use for those consumers new to the systefior those who
have been discharged or not received any servicat feast sixty days. The Introductory PCP shdddompleted for
new consumers during the unmanaged visits and s$tdahwiith the ITR to ValueOptions requesting auitration for any
units beyond the initial unmanaged units allott€dr those consumers who have been out of seroicat feast sixty days,
the Introductory PCP must be completed during itls¢ fisit. It along with the ITR must be subraiitthat same day to
request units for service delivery. Until a praideceives an authorization from ValueOptionsy e at risk for no-
payment for any services delivered.

When a consumer transfers from one provider tohemat is important to note, authorizations do tnansfer. The first
authorization to the new provider is treated amdial authorization. If there is a complete P@#file for the consumer,
the new provider can submit an update to the PORigly their agency as the provider of record alatity an ITR to
request authorization from ValueOptions. If ati&iauthorization is given the provider should qete a new PCP to be
submitted at the first concurrent request.

Retro-Eligibility Authorizations

ValueOptions will conduct reviews for requeststfumse cases where a consumer has obtained Mebieaddits and the
eligibility is retroactive for dates of service thwere already provided. In these cases, as sbdregrovider determines a
consumer has obtained retro-eligibility for Medithienefits, they should submit a request to Value@p for review.
These requests should be faxed to 919-461-06 &htiath to the Retro-Review Team. ValueOptions memyest
additional information to assist in making a demisiplease provide whatever documentation is regdés a timely
manner. These cases are not guaranteed authomizatit will be reviewed as any other request toikmedical necessity
is met. The documentation for medical necessith a1 writing a PCP, obtaining service orders, ratest be in existence
at the time of eligibility. Creating the requiretedical record documentation when eligibility igetenined in order to
obtain Medicaid funding is not allowed. This igtteason DMH/DD/SAS and DMA have always recommeritiatithe
same medical record documentation practices b&aaepegardless of funding source.

Community Support Service 25 Percent Agaregate Service Reguirement Clarification
There continue to be questions relating to howQhalified Professional service provision percentaggirements are
calculated. Please find below some additional gain clarification:

* The 25% Qualified Professional (QP) time is reqiipper site. Thus, if a provider has several sitiglsin a
catchment area, each site is monitored separafdig.LME is only responsible for reviewing sitesdted within
its catchment area.



e Community Support Child/Adolescent and Communitpigurt Adult are separate services that receivéndist
endorsements; thus monitoring the 25% QP time shioelldone separately for each service (at eagh site

e The monitoring of the 25% QP time should be sepdratt by funding source. In the event a proviiers not
meet the 25% QP time for Medicaid for two conse@uthonths, they will lose their endorsement fot geavice
at that site. If the 25% is not met for IPRS feptconsecutive months, the provider will lose thoeintract for
that service at that site.

» LME’s will begin monitoring the 25% requirement eftive withpaid claims beginning May 1, 2008.

National Provider |dentifier (NPI)

North Carolina Medicaid took proactive steps touraghat when the National Provider Identifiers [§)Rvere
implemented on May 23, 2008, providers continueckteive reimbursement for services rendered toidaatirecipients.
DMA and Electronic Data Systems (EDS) staff haweieed training to ensure they are able to addyesader inquiries
related to NPI. In addition, beginning June 9,&08e hours of operation for the EDS Provider ®ewss/Call Center will
be extended to 5:30 p.m. This expansion of hoilfde provided on a temporary basis to assist wiHitional NPI
related calls.

As a reminder, providers should continue to sulmtaims with NPI, Medicaid Provider Number (MPN) dafiaxonomy
code(s) until your Ready Letter arrives by maibn@nuing to submit NPI, MPN and Taxonomy Codefisbhie interim
will avoid any potential interruption in payment.

Behavioral Health Services Provided by Provisionally Licensed Professionalsin a Physician Office
Effective July 1, 2008 LMEs will no longer be alled/to bill for services provided by provisionaligadnsed professionals.
Effective July 1, 2008 the Division of Medical Astince will allow the following professionals whe aiegistered with
their individual boards as provisionally licensedfpssionals to provide reimbursable servicesdhatbe billed “incident
to” the services of a physician when the serviger@svided in a physician’s office:

» provisionally licensed psychologists,

» provisionally licensed social workers,

» board eligible professional counselors, and;

* marriage and family therapists in the associatenktre status.

See “Procedure Code” section below for a list o¥ises the provisionally licensed professional rmayvide.

The following explains the rules and requirementspirovisionally licensed professionals and thegitigns who hire
them and bill for their services.

In order for the above provisionally licensed pesienals to provide services “incident to” a phigsic
» The provisionally licensed professional

o Must be employed by or have a contractual relatignwith the physician.

0 Must practice at the same site where the physjmiaatices.

o May only provide services which have been deterthinebe medically necessary by the physician who
is billing for the service.

o Must adhere to all the rules of their individuabbas relating to their provisional licensure.

o Must only provide services that are within the seoppractice for their applicable provisional liceire.

e The physician

0 Must have a face to face visit with the consumetetermine medical necessity before the provislgnal
licensed professional provides services to the woes.

o Must be readily available to the provisionally ised professional at all times. This means readily
available by phone and able to return to the offiteuch time as the consumer’s condition reqires
return. The physician does not have to be ondheegpremises; however, the premises must be the
location where the physician practices.

o Must assume responsibility for the individual’'s worF he physician may add additional requirements fo
the provisionally licensed professional above aegbind those specified by the individual licensing
boards at the physician's discretion.

o Must verify licensure status upon hiring and astemnually thereafter to verify that the provisitin
licensed professional remains provisionally licehaad in good standing with their individual board.
Documentation must be kept to support the verificeprocess.

o Must verify with the licensing board the lengthtimfie the provisionally licensed professional mayeéha
provisional license.

o Must verify who is providing the additional clinicsupervision that is required by the licensingrosa
that governs the provisionally licensed profesdiama assures the professional is receiving adequat
supervision.



The physician is primarily responsible for the se#g delivered by any individual for which he/stzes illed incident to.
Additional clinical supervision must be providecdaing to the requirements of the individual lising board of each
provisionally licensed professional. The provisithy licensed professional will need to arrangedaualified clinical
supervisor as determined by their individual boaftie board approved clinical supervisor assumefegsional
responsibility for the services provided by theyismnally licensed professional and spends as e as necessary
directly supervising services to ensure that recifs are receiving services in a safe and effici@aniner in accordance
with accepted standards of practice. The supardges not have to be on site unless the boardresga qualified on-site
supervisor to meet the board’s requirements, bust foel available by phone to the professional wdelerices are being
provided. Documentation must be kept to suppe@rictmical supervision provided in the deliveryroédically necessary
services as required by the licensing board.

Billing Guidelines
Reimbursement requires compliance with all Medigpidielines.
For billing instructions refer to:
* NC Medicaid Special Bulletin IV, May 2005 ExpansiofhProvider Types for Outpatient Behavioral Health
Services Phase I, Billing Guidelineshdtp://www.dhhs.state.nc.us/dma/bulletin.hnd
» Division of Medical Assistance Outpatient Behavidflaalth Services Provided by Direct Enrolled Pdar,
Clinical Policy 8C, ahttp://www.dhhs.state.nc.us/dma/bh/8C.pdf

Procedure Codes
The following procedure codes have been addedetplilysician’s fee schedule and must be billed thihmodifier SU
which indicates the services are provided in thgsyaian’s office by a provisionally licensed pragemal:

Code Description

HO001 Alcohol and/or Drug Assessment

HO004 Behavioral Health Counseling and Therapy,Jjpeminutes

HO004-HR Behavioral Health Counseling and Thergey,15 minutes family/couple with client present

HO004-HS Behavioral Health Counseling and Therapy,15 minutes family/couple without client
present

HO004-HQ Behavioral Health Counseling and Therggy,15 minutes group setting

HO005 Alcohol and/or Drug Services; group coungghi clinician (15 min=1 unit)

HO031 Mental Health Assessment, by non-physician

Prior Approval
Prior approval is required for services that exadedimit of eight visits each calendar year fecipients 21 years of age
and over and the limit of 26 visits per calendaanyfer recipients under 21. The Value Options PApproval Request
Form must be completed by the provisionally licehgmfessional and signed by the MD billing “inandé¢o”. For more
information on prior approval refer to:
* DMA'’s Outpatient Behavioral Health Services Proddw®y Direct Enrolled Providers, Clinical Policy &€
http://www.dhhs.state.nc.us/dma/bh/8C.pdf
* NC Medicaid Special Bulletin IV, May 2005 ExpansiohProvider Types for Outpatient Behavioral Health
Services Phase Il, Prior Approval Requirementstat//www.dhhs.state.nc.us/dma/bulletin. heammd
e Value Options ahttp://www.valueoptions.com/providers/Network/Nor@arolina_Medicaid.htm
» Physicians who decide to employ a provisionallgtised professional must read the Value Optiongrrdton in
order to assure correct completion of the OutpafRaview Form (ORF2) for prior approval.

System changes will need to be made in order famd for these services to process for paymently. BPhysicians
should hold all claimsfor provisionally licensed professionals until further instruction isprovided in a future
bulletin article.

Unless noted otherwise, please email any questeated to this Implementation UpdateGontactDMH@ncmail.net

cc: Secretary Dempsey Benton Shawn Parker
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DMH/DD/SAS Executive Leadership Team Mark Varnvsc
DMA Deputy and Assistant Directors Brad Deen
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